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In comparison to compound fractures of other long bones, those 
of leg are more common. There are differences of wound closure and 
osteosyntheses which are out of solve both bone and soft tissues dam-
ages together. This is why W. Jones has not found easy to write chap-
ter on management of fractures of the leg. From 1985 to 1990, in the 
Department of Orthopedica and Traumatology 83 cases of compound 
fractures of the leg were trated and classified according Gustilo and 
Anderson classification in three different groups as follows: 
Table 1 
Type of Patterns Cases 
fracture n 
1 Soft tissue damage (wound) is up to 26 
1 cm in size , 
2 Wound is from 1 to 3 cm and not 35 
contaminated 
3a Wound is above 3 cm, contaminated 21 
and rough wound edges 
3b Size is more than 3 cm, significant 2 
contamination, loss of tissue requiring 
musculocutaneous flap transposition 
All patients are treated in emergency within first 8 hours of ad-
mission. Our method of management includes - thorough sanation of 
the wound, open reduction and osteosynthesis; primary suture or de-
layed knotting of primary suture; parenteral antibiotic administation, 
seroprophylaxis. Thorough sanation of the wound was performed 
under conditions of general anaesthesia, using generous quantity (2-3 
I) of Ringer solution with added Manusteral or any other detergent. 
Removal of foreign bodies (F.B.) and after evaluation of vitality - ne-
crotic tissues are debrided. 
Type 2 and type 3 fractures were treated with continuous lavage 
(2-3 I) within the first 3 days after operation. Osteosynthesis was per-
formed in 57 cases (69%); in 23 (27%) of those, using external fixa-
22 
tion. Closure of the wound in 22 cases was with delayed knotting of 
primary suture, and in the rest with primary suturing. Intravenous ap-
plication of Cephalosporin was administered for about 5 - 6 days. The 
patients were advised to move with great care and early rehabilatatioh 
was started. 
We noticed 25 cases of infection of soft tissues and secondary ne-
crosis. Of them, 17 were in patients with primarily sutured wounds (i.e. 
68%). The rate of osteomyelitis corresponds to the size and gravity of 
soft tissue injury - 6 cases (type 3 fractures). In 3 cases fractures de-
velop infected pseudoarthrosis. 
Table 2 
Type of fracture Type 1 Type 2 Type 3 
1. Primary suture 12 28 5 
2. Delayed primary suture 17 6 11 
and secondary suture 
3. Restoration by covering - 1 6 
(grafting or flap) 
Total 26 35 23 
Complications 
1. Infection of soft tissues 5 8 12 
2. Necrosis ' - 3 9 
3. Osteomyelitis 1 2 6 
Fracture healing depends on the extent of soft tissue injury. Initial 
assessment is significant for final result of management of these in-
juries. We consider that primary; closure is necessary only in cases 
where the wounds are not contaminated without necrotic edges and 
after thorough sanation. 
In all the rest cases delayed suture or secondary suture is recom-
mended. Wound lavage and osteosynthesis also aid healing. External 
fixators are the most suitable for healing compound fractures of the leg 
but we can not ignore the other methods, too. 
